Objectives The aim of this study was to save endodontically failed teeth with periapical pathosis by surgery. Elimination of the periapical pathology and to evaluate the clinical and radiological efficiency of freeze dried bone allograft in bony defects. Materials and methods Ten patients were included in this study with established periapical pathology with the need for periapical surgery after failed endodontic therapy. Surgery was decided after the cessation of acute symptoms. Patients on regular medications for known medical complications were excluded from the study. A full thickness flap or modified Leubke-ochsecnbein was raised depending upon the size and location of the lesion. Thorough periapical curettage was performed to remove the pathological tissue surrounding the apices and the root of the tooth. The graft material was mixed with patient's venous blood drawn earlier from a peripheral vein to make it more cohesive. The graft material mixed with blood was then carefully packed with light pressure into the defect. The flap was replaced. All the patients received broad spectrum antibiotics one day before and five days after surgery. The cases were followed up with clinical and radiological examination and were recalled at intervals of 1 month, 3 months and 5 months postoperatively to assess the condition of the periapical area. Results In all the ten cases at the end of 1st month postoperatively a well defined border separating the host bone from the graft material indicating simultaneous resorption of the graft. This resorption continued at 3 months follow up indicating continued graft resorption and also increasing radioopacity, haziness indicating bone regeneration. Eight of the ten patients could be evaluated at the end of fifth month and radiographs showed increase in radioopacity and reduction in size of periapical radiolucency as well as normal trabecular pattern of the bone. Conclusion The results demonstrate successful use of FDBA in the treatment of osseous defects of periapical lesions associated with failed endodontically treated teeth.
Introduction
The most commonly encountered periapical lesions include periapical granuloma and cyst. The periapical granuloma is essentially a localized mass of chronic granulation tissue formed in response to infection. The periapical cyst is a common but not inevitable, sequelae of periapical granuloma originating as a result of bacterial infection and necrosis of the dental pulp [12] . Trauma to the teeth is a common occurrence in road traffic accidents, sports and assault. Secondly, carious involvement leading to bacterial invasion of the dentine and the pulp tissue, leading to necrosis of the pulp are the common causes of periapical pathology. Subsequent to the pulpal necrosis there will be an egression of bacteria in the periapical region leading to periapical abscess, granuloma or a periapical cyst. This destruction in the periapical region leads to destruction of bone known as an 'osseous defect' [12] .
The treatment of pulpal pathology secondary to caries or trauma consists of Root Canal Therapy (RCT) [6] . In many cases subsequent apicectomy is necessary to curette the periapical granulation tissue or to enucleate the periapical cyst. In small periapical lesions (0.1mm to 0.5mm) spontaneous healing occurs, but in large cysts (0.5cm to lcm) only a periapical scar is noted in the follow-up radiographs. In such cases, the complete bone healing may not be achieved leading to a compromised tooth integrity.
Osseous defects occur in about 65% to 75% of endodontically failed teeth. Endodontic treatment fails because of lack of adequate drainage, incomplete preparation for obturation, or subsequent lack of hermatic seal, perforation, overextension of gutta percha, periodontal involvement, vertical fracture, missed canals and anatomical variations [6] .
To treat such osseous defects various materials to obturate the osseous defects were tried earlier, such as plaster of paris, autogenous bone grafts and xenografts. Disadvantages of these materials includes lack of regeneration of bone, need for a donor site surgery and associated wound morbidity in autogenous bone graft or severe immunological reactions in case of xenografts. Hence, to overcome these problems the Freeze-Dried Bone Allograft (FDBA) was used. FDBA is a biocompatible allograft which has osteogenic potential and is an osteoinductive material which is available commercially and has been used extensively in periodontal surgery and in the treatment of osseous defects resulting from inflammatory periodontal disease ever since Libin et al. used it in 1971 . Yousuf Saad et al. in 1991 for the first time implanted freeze dried bone allograft into the osseous defects after removal of periapical lesions and reported no noticeable immunological complications and reduced humoral and cell mediated type of antigenicity as compared with response of fresh bone graft. In 1996 Bodner radiographically evaluated the changes that occur in jaw defects after enucleation of cyst, comparing between demineralized dried bone allograft and absorbable gelatin sponge and concluded superior bone healing with dried bone allograft.
Hence, a small study was undertaken to evaluate the efficacy of commercially available FDBA (TATA Tissue Bank, Mumbai) in the healing assessment of large periapical osseous defects. The aim of this study was to save endodontically failed teeth with periapical pathosis by surgery. Elimination of the periapical pathology and to evaluate the clinical and radiological 
Materials and methods
Ten patients were included in this study with established periapical pathology with the need for periapical surgery after failed endodontic therapy. Surgery was decided after the cessation of acute symptoms. Data includes patient's age, sex, location of the lesion and associated signs and symptoms. Patients on regular medications for known medical complications were excluded from the study. A full thickness flap or modified Leubke-ochsecnbein was raised depending upon the size and location of the lesion. The incision lines of the flap did not overlie any bony defects and the base of the flap was the widest point with no sharp corners. Thorough periapical curettage was performed to remove the pathological tissue surrounding the apices and the root of the tooth. The excessive gutta percha was cut and periapical area was burnished with a hot ball burnisher to achieve a hermatic apical seal. The graft material was mixed with patient's venous blood drawn earlier from a peripheral vein to make it more cohesive. The graft material mixed with blood was then carefully packed with light pressure into the defect. The flap was replaced to its original position and sutured with 4-0 mersilk to ensure complete soft
